algorithm. However, in terms of glucose levels in the target range, the rather complex dynamic scale protocol (as used in London, U.K.) tended to be inferior when compared with the MPC algorithm; this supports our views that tight glucose control in the ICU is not exclusively dependent on the protocol but also on clinical features such as different methods of nutritional provision and intuitive decision making of the ICU staff. A clear advantage of an automated algorithm is the avoidance of the intuitive decision making, integration of nutritional information, and the continuity of the day-and-night operation. An extension of our work for different study populations and the reduction of the sampling frequency are clearly required. An enhanced version of the MPC algorithm using extended blood sampling is currently being tested in a multicenter trial at medical ICUs. We regret that our conclusion that "the MPC algorithm is safe and effective in controlling glycemia in critically ill postsurgery patients" was interpreted as "computer can beat man." What we meant was that "computer can help man" to implement tight glycemic control and save numerous lives in intensive care medicine. 
O
hnishi et al.
(1) applied International Diabetes Federation criteria of central obesity for Japanese patients (waist circumference Ն85 cm in men and Ն90 cm in women) in their study evaluating the relative importance of central and general obesity for incidence of type 2 diabetes in Japan. These International Diabetes Federation criteria of abdominal obesity were proposed by the Examination Committee of Criteria for "Obesity Disease" in Japan set up by the Japanese Society for the Study of Obesity (2) and are a result of the inappropriate presupposition that there are no sex differences in cut points of visceral fat area and that visceral fat area is linearly proportional to waist circumference, as mentioned previously (3). If they had determined the cut points of waist circumference by receiver-operating characteristic curves as they did to determine the cut points of BMI and visceral fat area and those of visceral fat area separately by sex, the cut points of waist circumference • We also plotted the receiver-operator characteristic curves for waist circumference to predict the presence of type 2 diabetes after 10 years, separately in men and women. According to the receiver-operator characteristic curves, waist circumference is a good predictor for occurrence of type 2 diabetes in men (84.5 cm: sensitivity 71.4% and specificity 59.6%) but is not a good predictor in women. There seem to be sex differences in the effect of central obesity assessed by waist circumference for occurrence of type 2 diabetes.
We are now analyzing the risk of metabolic syndrome for type 2 diabetes in Japanese patients using the same study population (in progress), and the results we have so far give us the impression that central obesity plus the accumulation of two or more risk factors (i.e., metabolic syndrome according to the International Diabetes Federation definition) is a stronger predictor for type 2 diabetes in both men and women than only central obesity without considering the presence of risk factors. The results also give us the impression that the current Japanese criteria of waist circumference is appropriate for men but that the appropriate cutoff point for women may be smaller than the current criteria.
Since there seem to be different impacts on the risk of central obesity for type 2 diabetes and the risk for cardiovascular events, further studies are needed to establish appropriate cutoff points of waist circumference in the Japanese population.
